criteria for the classical type of glossopharyngeal neuralgia, which is associated with neurovascular compression in the cerebellopontine angle. The most common offending vessel is the posteroinferior cerebellar artery (PICA), followed by the vertebral artery, the anteroinferior cerebellar artery (AICA), and other vessels or combinations of vessels." An endoscopic anterior view of the normal anatomy of the cerebellopontine angle is shown in figure 1 .
The aim of this report is not to describe a new clinical condition, but to show a rare, exemplary case of glossopharyngeal neuralgia in which a step-by-step diagnostic workup allowed us to make a definitive diagnosis.
A 48-year-old man presented to us with a 13-month history of severe paroxysmal pain located in the left tonsillar fossa and radiating to the posterior wall of the pharynx, lower jaw, and ear. His ENT examination was unremarkable, and previous computed tomography imaging was negative for lesions of the brain, skull, and neck. Skull x-rays did not reveal an elongated styloid process or calcification of the stylohyoid ligament, ruling out the possibility of Eagle syndrome." Contrast-enhanced magnetic resonance imaging (MRI) of the cer- ebellopontine angle showed a neurovascular compression between the left PICA and the roots of the lower cranial nerves (figure 2).
We initiated treatment with carbamazepine, considering surgery a second-line treatment that could be proposed if medical treatment proved unsuccessful. The patient's response to medical therapy was only partially satisfactory, but he decided to wait before considering surgery.
Causes of symptomatic glossopharyngeal neuralgia include cerebellopontine angle tumors, nasopharynge-
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From the 1st Unit of Otorhinolaryngology, Department of Neuroscience, University of Pisa, Italy. al carcinomas, carotid aneurysms, tonsillar abscesses, neurilemmomas of cranial nerve IX, multiple sclerosis, and Eagle syndrome. Treatment can be medical or surgical. Carbamazepine or gabapentin can be effective in suppressing painful paroxysms. Surgical methods include nerve section and microvascular decompression. The latter can provide complete relief of pain in 76% of patients and substantial improvement in an addi-tionaI16%, according to Resnick et al.' Glossopharyngeal neuralgia (in both its classicaland symptomatic forms) should be considered in the differential diagnosis of paroxysmal oropharyngeal pain. MRI can be useful in demonstrating neurovascular compression in classical glossopharyngeal neuralgia.
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cular mesenchymal neoplasm originating from modified contractile smooth-muscle cells that surround capillaries and postcapillary venules, called pericytes of Zimmerman. Stout and Murray first described hemangiopericytoma as a specific entity in 1942. 1 It represents less than 2 to 5% of soft-tissue sarcomas and approximately 1% of all vascular turnors.! Hernangiopericytomas are ubiquitous tumors; they have an almost equal sex distribution and occur at all ages, but with a predilection for middle age.' Approximately 13 to 25% of hemangiopericytomas originate in the head and neck region.' In order of descending frequency, the principal extracraniallocations include the orbit, tongue, nasopharynx, nose, paranasal sinuses, mandible, and pharynx. Intracranial hemangiopericytomas represent only 0.29% of all intracranial neoplasms.s Adequate surgical resection with negative margins appears to be the most appropriate therapy for hemangiopericytoma. Radiotherapy is a necessary complement to surgery to prevent or control local recurrence, and it may be helpful in the therapeutic management of tumors involving vital or delicate anatomic structures, in which dissection becomes risky or impossible.
Although hemangiopericytomas of the temporal bone are uncommon, they should be considered in the differential diagnosis for all hypervascular lesions of the temporal bone.
